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A recertification survey was conducted from April
5, 2011 through April 8, 2011, utiiizing the |
fundamental survey process. A random . .
5  sampling of three clients was selected from a ! S
o residential population of five individuals with L' I R I
L. 'various levels of intellectual disability, : ' o, M/P g LA B

[ | The findings of the survey wera based on ' Departmént of Health
: j observations in the home and three day : Heaith Regulstion & Licensing Admiristration |, | i
' programs, interviews with staff in the home and imtermediate Care Faoliities Division- | 17 .. ;

the day prograrms, as well as a review of the E H
-  clnical, administratve, and nebieme, records, . 800 Nortn Gt o8 o
S | including a review of the unusual incident reports. | ' Weshington, D.C. ‘
-7 W 120° 483.410(d)(3) SERVICES PROVIDED WITH W 120, '
. QUTSIDE SOURCES

| The facilty must assure that outside services : ' SR |
meet the needs of each client. : ; ! 5

I

This STANDARD s hot met as evidenced by
Based on observation, interview and record
! review, the facility failed to ensure that outside
. services met the needs, for one of the three
| clients inciuded in the sampie. (Client #3)

The findings include:

: 1. The day program faijed to ensure Client #3 i [
j remained in her wheeichair while she ate her ! ;
: lunch, as recommended by the occupational
_therapist.

[ Observation on April 5, 2011, at 5:40 pm., . :
' revealed Client #3 seated at a 90 degree angle in ; , "

her wheeichair, while eating her dinner. : ! !
: Observations conducied at the day programon | , co R
| April 8, 2011, at 12:50 p.m., reveaied the staff

4. Y47

Rl & atament ending with an asterigk
ather safegOard$ provide sufficient protaction to the patiants. (See Instructions.) Excapt for nursing homes, the findings statad above are disclosebile 90 days
following tha date of survey whather or not a plan of correction Is provided, For nursing homes, the above findings and plan: of correction are disclosabla 4
days following the date these documanis ara made avaliable to the faciiity. If deficlencies are cited, an approved plan of corsction is requisite to continued - -
prograin participation. .
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LRRF

transferred the client from her wheeichair o an
 arm chalr at the cafeteria table to eat her meal. _
| Continued observation revealed the dlient sat low
+in her chair, aliowing her face to touch the table
as she leaned over. At 12:53 p.m., the day
| Program staff placed the client's lunch in front of
1 her. Seconds later, the client began to eather
-lunch with a raking motion to move the faod from
the plate info her mouth with hand over hand
| assistance,

;l On April 7,:2011, at approximately 1:00 p.m.,
review of Client #3's occupationai therapy

| reassessmant dated December 18, 2010,

| revealed the client was required to sit in her

! whesichair while eating, to allow her to be at her
optimal height and distance from her plate. At

| approximately 1:15 p.m., review of her mealtime

| protocol revealed the cilent was required fo be

- seated at 90 degrees In her wheelchalr.

- On April 7, 2011, at 3:55 P-m., interview with the

| facility’s qualified intellectual professional person

' (QIPD) revealed she had previously trained the
the day program staff on Client #3's mealtime

i protocol.

" Record review on April 8, 2011 at approximately |

. 11:00 a.m. revealed an In-service tralning form [

 dated August 17, 2010 which verified the :

i Mealtme Protoco) training had been provided to .
the day program statf. Furiher record review at l

i 110 p.m., revealed the day program staff were
retrained by the QIPD on Cilent #3's Mealtime
Pratocol on April 8, 2011.

i

| 2. The day program failad to ensure that Client #3

 recsived food In a form conslstent with her i
prescribed dietary needs, as evidenced below: ‘

W 120

-
.‘
1
]

"

| A
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; | BPICIENCY) g
W 120 Continueg From paga 2 ' W 120, Wizp 41811
, . This Standard wiy be et On-going
 On Apiil 8, 2011, ut 6:46 p, . Cllant #3 wag - On 4/ ced by
servid ground chicken, collard greens and whale On4/s/ 1, the QDDP
i ChIf beans at her group home, On April 6, 2011, ' conducted an in-servige
&t 12:63 p.m., obsarvations conducled at the day { ' aining at Client #3's Day ———
; PFOgram revealed Cliant #5 & pureed | Program on her Mealtime ]
. ’ meal for lunch that consisted of chicken, . - Protocol, {ncly /
" 1 cabbage, rice and beans, | mealtime Positioning, In
II addition, the QDDp ,
1 Interview with the faclity's QIPD on Aprl 7, 2011, i provided tha day program,
’ at 3:65 p.m,, revealad the day Pragram was with another copy of Client ' I
trained on Clignt 23°g Maaltime protocot, O | #3's Mieaitime Protocol
8, 2011.atapproxima'my 1,10 p.m., the QyPp I ! ’I‘heQDDPlecmduc:
} Presanted a agenda ang attend Sheet dated ; monthly day progran: vigis ’
April 8, 2011, which dacumented retraining ofday | to ensure compliance with !
y progiam staff on itime “ the waining as provideqg '
W 169 | 483.430() QUALIFIED MEN T4 | wiss e e F r¥22/11
| RETARDATION PROFESSIONAL | : L [Omeolag
f .
: Each client's activa freatment Program must be , !
integrated, Coardinated and Menitored by 5
Qualitied mentaj retardation professional. |
,' This STANDARD s net Met as evidenced pby: ,, l |
; Baged on  Interview, and recorg . F""_"‘_
- rview, the facility’s Qualified j ,’ i
: ional persan (QIPD) faiied i ensune the I |
| active treatment program wag \ I
' coordinated, and menitored for twa of threa
! clients in the sample. (Clients #1 gng #3) ] l :
- Tha findings includie; ! ’
S |
I 1. The QIPD falled to ensure continuous active /
- 'eatment was provided for Ciients #1 and w3, ,'
| (Ses Wa4g) ! ! ’
TV T m—m e — Evant :Q1G%77 Rl I 00g 70 W continuation aheat Page 5 of 7e
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12 ThtePDfalleutoensuredatul'Bladve , This Standapd will be met -
« BCComplishment of criteria specifiad in the 85 evidenced by:
‘ ndividual program Plﬂ; was d%g:_méle‘gnl?:én / : ———
Measurahia Ier_ms, W the Moni s ' QDDP provided additiona|
largeted behaviors, (See W262) B S,,P,,in:gnsp staff on cliont
W 162 483.430(e)(2) STAFF TRAINING PROGRAM W 192 '#3 bebavior guidelines
:.:, tation and
For &Mmployeas who work with Gllents, fraining ’ !5 ementation, Individua| :
i Must focus on skills ang competencies diracteq ] ! g’l a bmm,;zlﬁdh!
‘ T“ toward clients’ haalth needs, ! - that ghowsg
- , rstratogles to redirect hand
4 . ‘ imouthing/hand biting
This STANDARD is not met ag evidencad by; l ‘behavior, This s nor a formal
| Based on Rivation, staff interview. and record { 'BSP. QDDP will continye t .
} review, the facllty fajled to ensure sin ! disouss guidelines with DT |
dem compate (0 address the neads , ifarinpuﬂupdmonm]ji’ i
 of the dlients, for one of three clients In the 'basis wad changas will be !
sample. (Client #3) Imadoudmmmmrytw '
i-Tha finding Includes; ;m' — .
* The faclity failpg o ensure staff ware adeq ; '
trained to implement Client #3's prescribed djg; l ;
i - |
| On Aprl 6, 2011, at 5245 ppm. Clent#3was | ’
: Obsery eating ground chicken huggets, collard {
greens, and whole chilf bean, On April 6, 2017, |
i at 3:56 pm., tha was obsary eating [
unbroken sun chips for snagk. Reviewofthe | !
In tat4:10 p.m, revesled
recomimendation for o low fat, low cholesterg| :
high fiber, 1500 calorie, me, ground finely
| chopped fim and String vegetabies ()¢, greens
and string beans) diet. M . the quaiifieq :
Intels professiona} person {QIPD)
that the sun chips wars réquired 1o be in smatj
$128 pieces and that the chill beang shouid
i hiave boan finely chopped, '
o : I
] CMHSW(U!%) Frevious Vearsions Obaciete Svanit ID: Q1011 Faeily I1o: CRGI20
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Wiea | o e a WisZ o |
: Gontlnl.fed From page N ) w2 This Standard will be met 422111
On April 7, 2011, at approximatsly 4:00 p.m., as evidenced by: o
: review of the physician's orders dated March 1, | On April 7. 2011, an in- 'B-going
[ 2011, revealed the diient's prescribed distary ' P 7y 2T,
! order was low fat, low cholesterol, high fiber, 1500 ; service training was
calprie, moist ground meat, finely chopped firm conducted by QDDP on
and string vegetables (i.e. greens and string Client # 3*s Mealtime
beans), and small bite size bread, pastries, : i ;
cookles, crackers, canned and fresh fruit. Pr:talocol, mcludm.g diet and
Minutes iater, review of the mealtime protoco! Meal texture/consistency.
 revealed, “Tthe client] has poor range of In addition, Aptil 22, 2011,
movernent of the oral peripheral mechanism and the Speech and Language
lack of natural dentition, This ismpaets her safe Pathologist conducted an in-
. - and acdequate diatary intake. Sirict adherence to service training :
i - the esiablished meafime guidelines will increase - e on all Cléent
. [the client] safe and adequate nutritional intake as Mealtime Protocols,
weli a5 decrease the likelihood of her ) including food/liquid
experiencing choking, aspiration and aspiration textures, The facility
- relatec illnesses.* | mwnagement/Speech
Review of the facility's in-service training records Pathologist will rouunely
on Apiil §, 2011, at approximately 4:30 p.m., l tram staff on Client # 3’3
. revealed that all staff had received nutrition : Diet and provide on-going
! tralning on November 19, 2010, Therawasno | monitoring to ensure
: | evidence that training had been effective, compli . :
‘ mphance with training as
W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W248| o eorth and will
L | As soon as the interdisciplinary team has ) + administer a test 1o
. formulated a dient's individual program pian, . determine the effectiveness
F * each client must receive a continuous active of the training. '
treatmant program consisting of needed
| interventions and services in sufficient number
i and frequency to support the achievement of the
. objeciives identified In the individual program .
! plan.
| This STANDARD is not maet as evidenced by:
| Based on observation, staff interview and record
F_URM CMS-2567(02-80) Frevious Vorsions Dhaolate Event D:Q1UX1.1 Fa:ldlxy ID: 09G120 If continuation sheet Page 5 of 14
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£Xd) m SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S FLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED 8Y FULL _ PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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| | DEFICIENGY)
, W248. cOnﬁnued From page 5 . W240 g0 211 |
review, the facility's qualified intellectual i This Standsrd will be met On-going
profesﬁlonal person (QIPD) falled to ensure i as evidenced by:

| clients received continuous active treatment, for
two of the three dlients included in the sample.

: (Chients #1 and £3) 1. QDDP hes provided '

. refresher training to DSP

! The findings include: . staff on Cliept #1°s

1. Obsarvation on Apl 5, 2011, at 5:17 omeumication device and

. Observation on " atd 17 pm, : jent #1°s Individual

revealed the licensed practical nursa (LPN) _Ch ;lan. WDDP will

assisted Client#1 from the living room tathe ! . Program Plan. Q
" Kltchen to select a snack. As they walked to the routinely review program
- Kitchan, the LPN fold the dlient she was going to " implementaticn

Sive ner the Saack 1n an mrview with o LN (documentation and condoct

give her the nani e o e

she stamd i gave her a snack in her bedroom on Shﬂ.t Visits fo ensyirs . i
. around 2:00 p.m., 5o | decided o walt until after | compliance with training as |

dinner.” At 5:38 p.m., the direct support staff outlined. , !

assister the client to the dining room for dinner, | ]
' 2. Cross reference W192. In

P
=g

. Review of Client #1's individual program plan o azes
| (PP) dated July 2010, on Aprll 7, 2014, at 8:50 . dditen, QDR S |
*a.m., revealed an objective for Client #1 1o use provided refresher training ‘
" her low tech communication device accompanied to DSP staff on Client #3°s
. by manual signs and tactile cues o express her choice'making strategies.
| wants and needs. On April 7. 2011, at9:25a.m,, QDDP will review
| review of the client's speech and language do tati g et
| avaluation dated April 8, 2010, revealed a cUmentation-e
recommendation that stated "Given touch routine monitoring of
| prompts accompanied by manual signs and program to ensure
tactile cues, [the client] will utilize a low tech voice | compliance with trainjng as
“output sommunication device (Go Talk) ona daily outlined
l basis t express four baslc wants and needs.” )
| \nterview with the QIPD and the house manager E
“on the same day at 5:00 p.m., acknowledged that |

 the direrct support steff did not implement Client |
o I #1's commiunication goal, which required the use '
_ i’ . of the (lient's "Go Talk" device. o |

FORM CMS-2587(02-06) Previout Versions Obsalsie Event ID: QIOX11 Faciity iD: 08G120 If continuation sheet Page @ of 14
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| At no time during the survey was any staft
: obgerved implementing the client's

, Comm unication goal.

.

i There was na evidence that the facTlity

. implemented Client #1's communication raining
program as recommended in the |1PP.

2. Observation oh April 5, 2011, at 4:40 p.m.,
revealed the direct support staff asked Cliant #3
what she wanted for a snack, Shortly afterwards,
a second direct care staff asked, "What did she

*7 i say?" The direct support staff did not respond and
HEETEE placed a bowl of apple sauce in front of the cllent.
i At approximately 5:00 p.m., the direct support
staff indicated that Client #3 was nonverbal.
However, the client was not observed to be
provided & cheice of shacks. At 4:56 p.m., the
direct support staff piaced a communication i
. device in front of the client and pressed the, "I'm
hungny” button. The direct suppart staff then
stated, "How do you feel?” At 4:57 p.m., the direct
* support staff took the communication device
away irom the client. At 5.03 p.m., the direct
support staff placed a "Busy Bee" game in front of
the cllent. At 5:40 p.m., the direct support staff
placed the client's dinner in front of her,

[y

Review of Client #3's |PP dated July 2010, on

April 7, 2011, at 2200 p.m., revealed a training

objective for Cliedit #3 ta use a low tech voice

i output (cheap talk) with touch prompts to

communicate basic wants and emotional status

L and well being to persons In her environment On

} . .the same day at approximatsly 2:30 p.m., review
. of the client's speech and language evaluation

dated .July 8, 2010, revealed a recommendation

« that stated, “Given touch prompts [the client} will

d oayiD ; SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION o5y
il PREFX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
N A | REULATORY OR LSC IDENTIFYING (NFORMATION) TAG CROS3-REFERENCED TO THE APPROPRIATE DATE
i ! DEFICIENCY)
;
W 249 Continued From page 6 W 249
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This STANDARD is hot met as evidenced by:
Based on observation, imerview and record
review, the facility failed to ensure direct support
staff documented all target behaviors in

WD SUMMARY STATEMENT OF DEFICIENCIES P l( PROVIDER'S PLAN OF GORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) I TG FERENCED TO THE APPROPRIATE bATE
DEFICIENCY)
W 249 Continued From page 7 W 248
utilize a low tech voice output device (cheap talk)
: to communicate basic wants and emotional status |
b and well being to persons in her environment .
: Interview with the QIPD and the house manager
on the same day at 5:00 p.m., acknowledged that
the direct support staff did not implement Client  :
} #3's eommunication goal, which required the use
- of her "Cheap Tak" device.
i During the survey, the direct support staff were
observed to use tha communication device with
the clignt for only one minute.
There was ne evidence that the facility
‘ implemented Clign? #3's comimunication program -
‘ as recommended in the IPP. ‘ was2
W 252! 483 440(e)(1) PROGRAM DOCUMENTATION W 262| This Standard will be met
- as evidenced by:
i Data rslative to accomplishment of the criteria
 specified In client Individual program plan On April 22,2011, QDDP
. ; objectives Mmust be documented in measurable conducted an in-service
j terms. training on the
I implementation and
documentation of Client #
* 3’5 Behavioral Guidelines.

¢ The RDwill review the

documentation weckly 10
ensure compliance with
training as set forth. The

i Accordance with the behavior support plan (BSP), ! QDDP will menitor the
* for one: of the three clients in the sample. (Client | documentation monthly and
| #3) i coordinate routine training
| ! for staff annually and as
i The finding includes: needed,
: Obsensation on April 6, 2011, at 4,38 p.m., I
l revealed Clignt #3 biting her hand as ghe played |
with her "busy bee” game. The direct support staff i
. A 1 |
FORM CMS.2587(02.80) Previous Varsiona Obaalete Event ID: @10X11 Faclity 10: 09G120 ¥ continuation sheel Page & of 14
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--W 252! Continued From page 8
immediately removad her hand from her mouth.
At 5:08 2.m., the client bagan to bite her hand
again. The direct support staff asked the dlienfto -
: stop, and then removed her hand from her mouth.
: However, a couple minutes later, the cliant

- | continued to bite her hand.

On April 7, 2011, 2t 10:15 a.m., review of Client
{#3's BSP, dated August 1, 2010, confirmed that !
. hand maouthing and hand biting were two of her
primary targeted maladaptive behaviors. The
BSP also instructed staff to document each of the
behaviors on the “data sheets". At approximately .
- 11:30 a.m,, review of the client's behavior data

. sheets for April 7, 2011 revealed the staff had
failed to document each time Client#3 displayed
her maladaptive behaviors. : !

disability professional on April 7, 2011, at 3:25
p.m., it was acknowledged that the direct support
sfaff is required to document all target
‘Maladaptive behaviors,

"I an intarview with the qualified developmental |
|
1

The facility failed o evidence that Client #3'g

primary targeted maladaptive behaviors were
. - documented as required by the psychologist.

W 322  482.460/a)(3) PHYSICIAN SERVICES

The faciiity must provide or obtain preventive and
general medicat care, |

' This STANDARD i not met as svidenced by:
Based on observation, Interview and record
review, the facility failed fo ensure preventive
health services were Implemented in accordance
with the needs of one of thres clients in the i
: |

w252

W 322

M CNS-2567(02.99) Previous Versions Obaciote Event IB: G10X41

Facity ID; 0953120

L
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W 322 Continsed From page 9 W 3az2 This S ard will be met '
sample. (Client #3) as Md"““'enud by: 422711
The finding includes: Co-going
© finding ihclu { Pursuant to IDI Policies and :
{Cross refer to W331) The facility falled to timely Procedures (see listed :
implement measures fo address below) all nursing staff will
recomriendations by the naurclogist, to decrease beretrained on )
Client #3's elevated serum dilantin, as evidenced commumication with PCP in
below: collaboration with
consuliant specialist
Review of Client #3's medical record en April 7, recommendations,
2011, st 12:11 p.m., revealed on March 23, 2011, subsequent orders, lab work
I the clieat had a Dilantin level of 54.5 (therapeutic . : and sejzure management
_ - range: '|Q -20 mog/mi), which was documented as records. -
= "toxic." Continued review of the record revealed Section L, Number 1: '
. jon March 23, 2011, the primary care physician Laboratory Wotk \
I (PCP) ordered to hoid the Dilantin for three days, Section M, Number 1: ‘
; and tha! the order was implemented. On March Medical Appointments
- .25, 2011, the Chent #3 was evaluated by the Section P. Number 1- .
. Neurolpgist, The neurclogist recommended to | Physi clan’Order Sheets and
repeat the Dilantin level, and if fevel falls between ; Taysicial vttt
10 <20, resume Dilantin at 100 mg TID, ! g‘;‘i‘:::“’n Administration
_Interview with the nurse on April 7, 2011 at 1:15 Section S, Number 1:
p.m. revealed that on March 25, 2011, the Seizure Managerment
neurologist's recommendation were discussed Section S, Number 5:
with the primary care physician. -
Review of the MAR on April 7, 2011 at 1:16 p.m.
revealed that the client's Dilantin was resumed on
March 26, 2011 and was continued until March |
30, 201, The review of a lab report dated March -
31, 2011 revealed the client's serum dilantin was |
. stilt elevated (45.3 meg/mi).
| There was no evidence the neurologist's
i recommendation to ... repeat the Dilantin level,
g . and if level falls between 10 -20, resume Dilantin
i at 100 mg TID," was addressed, prior to nesuming i
. |
GRM CMS-2567(02-95) Pravious Varsians Ozsolets Event ID: Q1DX11 Facity ¥0; 00G120 If continuation sheet Page 10 of 14
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W 322! Continued From page 10 W 322
Client's Dilantin dosage. —_—— ]
W 331 483.480(c) NURSING SERVICES W 331 W33l - s3I
: ! i (1)} !
" The _facility must provide ciients_wiﬂ\ nursing aT:“s Standard will be met : On-going !
. services in accordance with their needs. evidenced by:
This STANDARD is not met as evidenced by: Pursuant 1o IDI “°“°i‘fed
Based on interview and recard review, the facility and Procedures (see lis
failed to ensure nursing services were provided in below) alf nursing staff
accordanee with the needs of one of three clients will be retraimed on
in the sample.(Client #3) " commmunication with PCP
in collaboration with
The finding includes: consultant specialist
recommendations,

; Review of Client #3's record on April 5, 2011, at

2:25 p.m., revealed an incident report dated
February 7, 2011. According 1o the report, the

 client was evaluated at the emergency room due
“to having two brief seizures within fifteen minutes.

Observation during the medication administration
on April 5, 2011 at 818 p.m., revealed the client
did not receive Dilantin, one of her seizure
medications.

i Interview with the nuree on April 5, 2011 at 8:30

p-m. revealed the client was prescribed Dilantin to
address her seizure disorder, howaver the
medication was on hoid due to an elevated blood
level. Furher interview with the nurse on April 8,
2011 at 2:40 p.m,, revealed the client's Dilantin
had beer on hold since March 31, 2011,

Review of Client #3's medieal racord on April 7,
2011, at 12:11 p.m,, revealed on March 23, 2011,
the client had a Dilantin level of 54.5 (therapeutic
range: 10 -20 megiml), which was documented as
“toxie." Continued review of the record revealed

subsequent orders, lab
. work and seizure
management records,

~_Section L, Number 1:

‘Laboratory Work

Section M, Number 1:
: Medical Appointments
. Section'B, Number 1:

i Physician Order Sheets and

Medication Administration
Records

Section S, Number 1:

" Seizure Management
Sectiem 8, Nurnber 5: Shift
Duties and Responsibilities

IRM GMS-2867{02-08) Previous Varsions Dbsclete

Evant Itz Q10611

Faclily £ 09G120

if continuation sheet #age 11 of 14
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W 331 : Continued From page 11 W 331 .W3:31 ] _ ST
_on March 23, 2011, the primary care physician This Standard will be met On-going.
i (PCP) ordered to haid the Dilantin for three days, as .
and that the order was implemented. - evidenced by:
! Further record review on April 7, 2011, at 12:25 Pursuant to IDI Policies :
* p.m., however, revealed on March 25, 2011, the and Procedures (see histed
Client #3 was evaluated by the neurologist. The below) all nursing staff
. neurologist recommended to repeat the Dilantin will be retrained on,
level ang if level falls between 10 -20, resume communication with PCP
Dilantin at 100 mg TID. Raviaw of the MAR on i collaboration with
April 7, 2011 at 1:15 p.m. revealed that the | consultant specialist
! client's Dilantin was rasurmed on March 28, 2011 recommendations,
. and was continued until March 30, 2011, The subsequent orders, lab
p . reviewof alab report dated March 31, 2011 werk and seizure
= - | revealed the client's serumn dilantin was still
: o 53 I management records.
. i elevated (45. meg/mi). SectionL, Number 1:
| At the time of the survey, there was no evidence LSecuoan ‘f“t:M“ ;a{mmn];er 1
that the a repeat serum Dilantin was cbtained as Medical tntrn ents |
, recomme nded by the neurologist, prior to Secti PJ \pro ber 1: |
resuming Clients Dilantin dosags. 1 o £ Ordion Shocts and -
W 381 | 483.480())(1) DRUG STORAGE AND W 381, GY;;C‘*P Pl eets
| RECORDKEEPING - Medication Administration
Records
_ The facility must store drugs under proper Section 5, Number 1: .
conditions of security. | Seizure m;:;t |
This STANDARD is not met as evidenced by: ! ' :
Based cn abservation and interview, the facility i
- failed to store drugs under propes conditions of ;
sacurity for one of six clients residing in the
% fadlity. (Client #3)
The finding includes: }
i During tne madication administration on April S, ’
2011, & 8:12 p.m., the license practical nurse § ;
i (LPN) was observed to lsave the medication cart !
:omq CM5-Z587(D2-05) Previous Verzions Odenlete Event ID.GIOK11 Fa:lilily 1B 056120 " m;ﬂﬁnumrb sheat Page 12 of 14
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W 3811 Continued From page 12 ; W3Bl wsgy 0 T—— ' S/13/11
: *in the dining room to retrleve water from the P This Standard will be met ' On-going
 Kitchen. Further cbservation revealed Client #3's as evidenced by: :
medications were on the medication cart Pursuant to IDI Policies
unsecured. Continued Observation revealed the and Procedures
direct czre staff and the house manager were  (Healthcare Protocal
sitting at the dining room table next to the : Manual: Section M,
medication cart Number 3; Medication
' Interview with the LPN on April 5, 2011, at Variance Report) all |
approximately 8:45 p.m., revealed that Client #3's medications are received, |
‘medications shouid have been secured when the - stored, and controlled by
nurse was away from the medication cart. nursing staff. Ds:a‘{éﬂl
i retrain s on
The LPN failed to evidenca that ail drugs were IDI’s Policies and
X . stored under proper conditions of security. Procedures for securing
W 455 ; 483.470:){1) INFECTION CONTROL W 455| medications, including
: specifically the security of
There m.st be an active program for the medication carts during
| prevention, control, and Investigation of infection . medication administration.
- and communicable diseasesg. .
| This STANDARD is not met as evidenced by:
Based on observation, interview and recond _
| review, the facility failed to ensure proper infection .
" control procedures, for one of the three dients in -
the sample. (Client #3) i
| The finding includes:
On April 5, 2011, at 4:30 p.m., Client #3 amived
home from her day pragram. Upon entering the -
" faciiity, the direct support staff pushed tha client in
; her wheelchair to the dining room teble. At4:38
p.m., the client began to play with her “busy bee"
game as she bit her hand. At 4:43 p.m., the
direct support staff took the "busy bee” away and
placed a bowl of appiegauce in front of the client.
Seconds Ilater, the client was observed eating her
IRM CM5-2587(02-05) Pravious Versions Obtolaty Event ID:Q10X11 Faciity ID: 096120 If continuation sheet Page {3 of 14
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. 'W.455| Continued From page 13 W 455 ' ) 4ttt
applesauce. The client was not observed to, or W455 : On-going
asked to wash her hands prior 1o putting har hand ; This Standard will be met '
. in her moyth and consuming her snack, - as evidenced by:
] On April 5, 2011, and
Review of the training records on April 5, 2011, at April 6, 2011, in-service
approximately 6.30 p.m., revealed that staff training was conducted on
received infection control training on December 1, the usage of hand sanitizer.
'12010. On April 8, 2011, at 9:35 a.m_, the qualified The QDDP will ensure that '
intellectuai professional person (QIPD) provided all staffreceives infection
documentation of staff training on April 5, 2011 control trainin '
’ . , A g at least
(8:15 p.m.) and April 8, 2011 (7:30 a.m. and 2:00 annually and as needed to
. p.m.) on the use of hand sanitizer and wipes. - cnsure compliance with
On Agril 5, 2011, at approximately 3:30 p.m., traming as outlined.
Interview with the house manager revealed that
| staff are required to clean and sanitize Client #3's
hands due to her maladaptive behaviors of hand
, mouthing and hand biting, ;
1
ORM CMS-2967(02-90) Pravious Versions Dbsolste Event ID; Q10X11 Facliity ID: cai120 if comtinuation gheet Page 14 of 14
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. (b) Planined, prepared, and served by individuals
who have received instruction from 8 dietitian;
and..

| This Statute Is not met as evidenced by:

| Based on observation, interview and record

| review, the Group Home for Persons with

| Intellectual Disability (GHPID) faited to ensure

' that medified diets were served as prescribed, for
one of the three residents (Resident #3) included

_ in the sampla.

| The fincing includes:

I

: The faciiity failed to ensure staff was adequately
" tralned Lo implement Resident #3's prescribed

_ diet, as evidenced below:

i On Aprii 5, 2011, at 5:45 p.m., Resident #3 was

| observed eating ground chicken nuggets, collard
! greens, and whole chili beans. On April 8, 2011,
' at 3:55 p.m., the resident was observed eating

FORM APPROVED
—Health Reguiation Administration
STATEMENT OF DEFICIENCIES {X3) DATE SURVEY
AND PLAN OF CORREGTION &) ;mfmm (2} MULTIPLE CONSTRUCTION COMPLETED
A BULDING
HFDO3-0051 B ine 04/08/2011
NAME OF PROVIDER (IR SUPPLIER STREET ADDRESS, CITY, STATE, )P CODE
INDIMIDUAL DEVELOPMENT, INC. B TN B a2
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED §Y FULL PREF {EACH CORRECTIVE ACTION SHOULDBE ' | COMPLETE
TAG: REGKILATORY OR LEC IDENTIFYING INFORMATION) TAG I cROSs-REFEREggE% Js?a cT\I-'I)E APPROPRIATE DATE
L 1
T ooui INFTIAL COMMENTS [ 1000
l | A licensure survey was conducted from Agpril 5,
| | 2011 through April 8, 2011. A rmandom sampiing
| ' of three residents was salected from a residential
population of six individuais with various levels of :
. intellectual disability,
] The findings of the survey were based on
| observetions in the home and three day program,
| interviews with staff in the home and the day
i progranis, as well as a review of thre clinlpal,
| ' administrative, and habilitation records, inoluding :
! 8 review of the unusual incident reports. ———
'1042] 3502.2(b) MEAL SERVICE / DINING AREAS 1042 3502.2(b) 42211
\ : : : This status will be met as
: i Modlified diets shall be as follows: evidenced by:
R Cross reference W192

)

Residenkiahiaecvies .S/Q\[i(’ i

Administration
bt Rist o0 6.

Q10%11

I cantinuation sheet 1of 13
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1 042, Continued From page 1 1042

| Unbroken sun.chips for snack. Review of the i

! Nutritior agsassment at 4:10 p.m., revealed a

| recommendation for a low fat, low cholostarol,
high fiber, 1600 calorie, moist ground meat, finely
chopped firn and string vegetables (i.e. greens
and sting beans) diet. Minutes later, the qualified
intellectual professional person (QIPD) indicated

; that the sun chips were required to be in small

i bite size pieces and that the chiil beans should

| have been finely chappad,

. On April 7, 2011, at approximately 4:00 p.m.,

' raview of the physician's orders dated March 1,
2011, revealed the resident’s prescribed dietary

| order was Jow fat, low cholesterol, high fibar, 1500

| calorie, moist ground meat, finaly chopped firm

I and string vegetables (i.e. greens and sting

i beans), and small bite size bread, pastries,

; cookies, crackers, canned and fresh fruit.

- Review of the facility's In-service training records
on April 8, 2011, at approximately 4:30 p.m.,

. revealed that al staff had received nutrition

i training sn Novemnber 19, 2010. There was no

| evidence that training had been effectve.

" 1080 3504.1 HOUSEKEEPING 1090

The interior and extefior of each GHMRP shall be
{ maintained in a safe, clean, orderly, attractive,
l and sanitary manner and be free of
ggcumulations of dirt, rubbish, and objectionable

This Statute- is not met as evidenced by:
; Based on observation and intetview, the Gioup
| Home for Persons with Inteltectual Disability
! (GHPID) failed to ensure the environment was
___ | maintained in a safe, clsan and orderly manner to
aafth Reguiation Admistalion

TATE FORM i Q10X11 It cartinuation shect 2 of 13
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DEFIGIENGY)

t 090, Continuaed From page 2 1080 | 4eng 1 T T
meet the heeds of six of six residents in the This status will be met as i 472511 :
faciiity. (Residents #1. #2, #3, #4, #5, and #6) evidenced by: i '

) _ 1. On April 25,2011, the
| The findings inciude: bed identified to have
1. Observation, during the environmental made a noise when
. walk-thmugh an April 7, 2011 at approximately lowered with the electrical
10:56 a.m., revealed the bed made the same contro] was assessed by the-
type of rioise when it was lowered with the adaptive equipment
electrical control. The surveyor was accompanied technici ups
by the house manager (HM), who acknowledged iy Durmg that
the finding. assessment, no issues or
i 2. On April 7, 2011, at tely 2:15 o
n at approximate p.m, with the bed. Th
the survayor sustainea a spiinter on her leg from found to be Wl;::d e
the dining room table. At approximately 4.30 PR
. pm 'egne surveyor sustained another spiinter on coudition.
her leg from the opposite side of the dining room Y
table. Continued observation of the dining tabie at 2. The dining room table
the sama time revealed other edges with will be assessed for safety
splinters. The aferementioned findings were from IDI’s maintenance
. acknowiedged by the house manager, department repair or
'3 During the observations on Apfil 7, 2011, at Foplacement will be done
approxiraately 10:45 a.m., the following findings based on the evaluation.
were cbserved by the surveyor and
acknowladged by the home manager: 3. {A) The torn chair has
. been removed from
a. The vinyl uphaistery on the chair located in tentil’
: Resldent#1's bedroom was torn In multiple cl. 1’s room. F.Ihe RD
places. will ensure there is no
. dunaged furniture in the
! b. The uphoistery on the arms of the love seat home.
" located in the foyer area was tom,
‘ (b).The RD has submitted
1180 3508.1 ADMINISTRATIVE SUPPORT 1180 3 check request for a new
Each GHMRP shall provide adequate chair.
. administrative support to efficiently meet the
| needs of the residents as required by their
eahtth Regulaﬂon Mmﬁlstam
TATE FORM : b Q1oxH

I¥ cortinuatian shast 3 of 13
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Continued From page 3 1 180 . &72211
, Habilization plans. This status will be met as On-going
. . evidenced by:
This Statute s npt met as evidenced by:
Based on abservation, inferview, and record Cross reference W249
review, the Group Home for Persons with
: Intellectual Disabllity (GHPID) failed 1o ensure reference W252
adequate administrative support to meet the Crog
habililztion needs of two Df three rasidents in the
‘ sample. (Residents #1 and #3)
Lo ' The finding Includes:
i The qualified intellectual professional person
(QIPC) failed to coordinate and monitor the
it ;;tive treatment programs of Residents #1 and
1. The QIPD failed to ensure continuous active
, treatment was provided for Residents #1 and #3,
' (See federal deficiency report - Citation W249)
2. The QIPD failed to ensure data relative to
- accomplishment of criteria specified in the !
individual program plan was documented in
i measurable terms, for the monnoring of Resldent — ]
| #3's targeted behaviors. (See federal deficiency .
| report - Citation W252) - — 5
! : 3509.6: , : SA3n1
. 1208 3500.6 PERSONNEL POLICIES 1208 This status will be met as o eomg:
.ﬁc . : evidenced by:
- | Each employee, prior to employment and
. | . .
| annually thereafter, shall provide a physician ' s Health Certificates will be
| certification that a health inventery has been obtained for Consultant #1
performed and that the employse ' § heaith status and Consultant #2, TDI
: would aliow him or her to perform the required Human Resources will
i duties, : i continue to track the
[ expiration dates of
! Consultant’s Health
Health Regulation AT EFaton '
STATE FORM Lt Q1ox11 I continuation sheet 4 of 13
ke
l B




05/12/2011 17:40 FAX 202 891 9293 INDIVIDUAL DEVELOPMENT do19

PRINTED: O</28/2011
FORM APPROVED

Health Requiation Administration

. STATEMENT OF DEFICIENCIES 1 PROVIDERI$UPPLIENCLIA MULTIPLE CONSTRUCTION {X3) DATE SURVEY
| AND PLAN OF GORRECTION &n NTIFIGATION NUMBER: UILDtNG COMPLETED

HFDO03-0051 2 we 04/08/2011

. NAME OF PROVIDEF OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE

INDIVIDUAL DEVELOPMENT, INC, g&%&%mﬁrﬁw

{X4) iD SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF EGTION x5)

PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ° (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSS IDENTIFYING INFORMATION) ! JAG =~  CROSS-REFERENGED 7O THE APPROPRIATE DATE

DEFICIENCY)

1206 Continued From page 4 ' I 208

This Statute is not met as evidenced by:
Based on staff interview and record review, the
group home for persons with intellectual
disabilities (GHPID) failed to ensure an annual
health screening was provided for two (2) of
fourtean (14) consultants contracted to provide
professional sefvices. Consultants #1 and #2)

' The finding includes:

©n April 6, 2011, at approximately 4.00 p.m.,
review of the facilily’s files revealed there were no
1 current health certificates on file for Consuitant #1
" or Consultant #2.- On Aprfl §, 2011, at
. approdmately 4:30 p.m., the administrative office
; was notifed and acknowtedged that the health
cerlificates were expired for both consultants, and
indicaled current health certificates would be
obtained. At the time of the survey exit, current
heasith certificates had not been provided for the . ! .
aforerientioned consultants. v e
3510.3: Pt
? 1222 3510.3 STAFF TRAINING 1222 This status will be met as On-going
evidenced by:
There shall be continuous, ongoing in-service - Cross reference W455 !
training programs scheduled for all personnel. '

This Statute is not met as evidanced by: :
Based on observation, staff interview and record ‘ E
review, the GHPID failed fo ensure a continuous,
ongoirg in-service training program to address

* the neads of one of three residents In the sample.
(Resicent #3)

| The finding includes:

I The GHPID failed to ongoing training to staff on
" infection control measures for Resident #3, as . )
- evidenced below: i

!
Faaith Regulation Admintstration
STATE FORM L QI10X11 f continuation sheet % of 13
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Continued From page 6

failed to ensure that treatment services were
provided in accordance with the need of one of
three clients in the sample. (Resident #3)

i The finding includes:
- The GHPID failed to timely implement maasures

to addrese recommendations by the neurologist,
to decrease Resident #3's elevated serum

dilantin, as evidenced below:

Review of Resident #3's recaord on April 5, 2011,
at 2:25 p.m., revealed an incident report dated
February 7, 2011, Accarding to the report, the’
client was evaluated at the emergenay room due
to having two brief seizures within fifteen minutes.

Observation during the medication administration

i on April 5, 2011 at 8:16 p.m., revealed the client

did nct receive Dilantin, one of her seizure
medications.

interview with the nurse on Aprii 5, 2011 at 8:30
p.m. ravealed the client was presaribed Ditantin to
address her seizure disorder, however the
medication was on hold due to an elevated blood
level. Further Inferview with the nurse on April 6,

| 2011 &t 2:40 p.m., indicated the clients Dilantin
- had been on hold since March 21, 2011, ’

interviaw with the nurse on April 7, 2011 at 1:15
P.m. revealed that on March 25, 2011, the
neurolagist's recommaendation were discussed
with the primary eare physician.

Review of Resident #3's medical record on April

i 7,2011, at 12:11 p.m,, revealed on March 23,

2011, the client had a Dilantin level of 54.5
(therapeutic range: 10 -20 meg/mt), which was

* documented as "toxic." Continued review of tha

record revealed on March 23, 2011, the primary

t 401

|
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On April 8, 2011, at 4:30 p.m., Resident #3
arrived home from her day program. Upon
entering the GHPID, the direct support staff
pushed the resident in her wheelchair to the
dining room table. At 4:38 p.m., the resident
began v play with her "busy bee” game as she
bit her hand. At 4:43 p.m.,, the direct support staff
" took the “busy bee” away and placed a bowl of
. applesauce in front of the resident. Seconds
later, tha resident was observed sating her
applesauce. The resident was not observed to,
or asked to wash her hands prior to putting her
“hand in her mouth and consuming her snack.

Review of the training records on April 5, 2010, at
approxirnately §:30 p.m., revealed that staff was
trained on infection control on December 1, 2010,
On April 6, 2011 and 9:35 am, the QIPD provided
: documentation of staff training on Agrit 5, 2011

p . {6:15 p.m.} and April 8, 2011 (2:00 a.m. and 7:30
i a.m.), on the use of hand sanitizer and wipes.

On April §,. 2011, at approximately 3:30 p.m.,

: interview with the house manager revealed that

. staff are required to sanitize Resident #3's hands

due to hier maladaptive behaviors of hand

mouthing and hand bliting. : [emAT
' : 35203 On-goivg

1401, 3520.3 PROFESSION SERVICES: GENERAL | 1401 This status wilt be met as :

PROVISIONS | evidemcod by:

' Professional services shall inciude both diagnosis Cross rofereace W322 |
and evaluation, including. identification of '

developmental levels and needs, treatment

services, and sarvices designed o prevent

: deterioration or further loss of function by the

_ resident.

o This Statute is not met as evidanced by: _ .
\’ Basad on interview and record review, the GHPID :
isatth Ragulatiah Adminstraton ‘
TATE FORM . i QI0X11 If coritimsation sheet & of 13
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. care physician (PCF) ordered to hold the Dilantin
for three days, and that the order was
. implemented.

Furthar record review on Aprii 7, 2011, at 12:25
p-m., however, revealed on March 25, 2011, the

i Resident #3 was evaluated by the neurclogist,

I The neurciogist recommended to repeat the

; Dilantin level and if level falis between 10 -20,

| resume Ditantin at 100 mg TID. Review of the
- | medication administration record (MAR) on April

| S | 7. 2011 at 1:15 p.m, revealed that the client's

* Dilantn was resumed on March 26, 2611 and
was continued untii March 30, 2011, The review

. of @ lab report dated Margh 31, 2011, revealed

i the clent's serum dilantin was still elevated (45.3

l mcg/ml).

| Atthe time of the survey, there was no evidence
: that the a repeat serum Dilantin was obtained as
' recommended by the neurologist, prior to

. fesuming Resident's Dilantin dosage.

|
1404) 3520.5 PROFESSION SERVICES: GENERAL
| PROVISIONS
o ]
*lj - ' Each professional service provider shali assist,
2 as appropriate, each other person who is working
. with a resident in the GHMRP so that relevant
I’ professional instructions can be implemented
| through-out the resident ' s programs and daily
i activities.

Thia Statute is not met as evidenced by:
| Basad on obiservation, interview and record
| review, the GHPID failed to ensure that gutside
.f seqvices met the needs, for one of the three

“ residents included in the sample. (Resident #3)

: The findings Inciude:;

'

i 401

—3_520.6:

evidenced by:
" Cross reference W120

Tﬁ;gtatuswiﬂbemetas :
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1. Tha day program failed to ensure Rosident #3
! remained in her wheelchair while she ate her
lunch, as recommended by the occupational

: therapist,

Qbservation on April 5, 2011, at 5:40 p.m,,
revesled Resident #3 seated at a 90 degree
t angle in her wheelchair, while eating her dinner.
. Observations conducted at the day program pn
s April 6, 2011, at 12:50 p.m., revealed the staff
transferred the resident from her wheelichalr 1o an
G arm chsir at the cafeteria table to 93t her meal.
Continued observation revealed the resident sat
low in her chair, ailowing her face to touch the
_ table a5 she leaned over. At 12:53 p.m., the day
program staff placed the residents’ lunch in front
of her, Seconds later, the resident began to eat
her lunc, raking the food from the plate into her
mouth, with hand over hand assistancs,

On April 7, 2011, at approximately 1:00 p.m.,
; feview of Resident #3's cccupational
reassessment dated December 19, 2010,
revealed the resident is required to sit in her
wheelchair while eating, to aliow her to be at her
optims! height and distance from her plate. At
approximately 1:15 p.m., review of her mealtime
protecol revealed the resident is required to be
seated at 90 degrees in her wheelchair,

v + On April 7, 2011, at 3:55 p.m., interview with the
- GHPID's qualified intallectual professional person
(QiPD) revealed she had previously trained the
the day program staff on Resident #3's mealtime
| protocol.

. Record review on April 8, 2011 at approxitately
j 11:00 a.m. revealed an in-service training form
| dated August 17, 2010 which verified the

[eaith Regulation Admivsreton
TATE FORM : e QI0x11 ¥ contnuation shee! 9 of 13
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Mealtime Protocol tralning had been provided to
the day program stafi. Further record review at
1:10 p. m., revealed the day program staff were
retrainad by the QIPD on Resident #3's Mealtime
Protocol on Aprll 8, 2011.

2. The day program failed to ensure that Resident

| #3 received foad in a form consistent with her

prescnbed digtary needs, as evidenced balow;

On Aprii §, 2011, at 5:46 p.m., Resldent #3 was
served ground chicken, collard greens and whole
chili beans at her group home. On Aprii €, 2011,
at 12:£3 p.m., observations conducted at the day
pregram revealed Resident #3 was served a
pureed meal for junch that consisted of chicken,
cabbaye, rice and beans.

 Interview with the GHPID's (QDDP) on April 7,

2011, at 3:65 p.m., revealed the day program was
frained on Resident #3's mealtime protocol. On
April £, 2011, at approximately 1:10 p.m., the

+ QDDP presented a agenda and attendance sheet

dated April 8, 2011, which documented retraining

. of day program staff on the feeding protocsl.

3521.1 HABILITATION AND TRAINING

" Each GHMRP shall provide habilitation and
_training to its residents (o enable them to acquire
i and maintain those iife skills heeded to cope

more effectively with the demands of their

! environments and to achieve their optimum levels

of physical. mental and soctal functioning.

| This Statute is not met ae evidenced by;

Based on bbservation, interview and record
review, the GHPID falled each resident was
provided with habilitation and training to enable

404

420

35211 ‘
This statns will be met as -
evidenced by:

Cross reference W249

4/22/11
On-going |

them 1o cope more effectively with the demands
‘Heam—“nugumnnL'——Mn'wmm ‘
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" LPN at the same time, the LPN stated "l gave

:on the same day at 5:00 p.m., acknowledged that

. Review of Resident #1's Individual program plan

© by manual signs and tactile cues o express her

Continued From page 10

of their environments and to achieve their
optimum levels of physical, mantal and social
functioring for two of three residents In the
sample. (Residents #1 and #3)

The findings include:

1. Obsarvation on April 5, 2011, at 5:17 p.m,,
revealed the licensed practical nurse (LPN)
assisted Resident #1 from the living room fo the
kitchen to select a snack. As they walked to the
kitchen, the LPN toid the resident she was going
to get har a snack. However, the LPN decided
nol to gwve her a snack. In an interview with the

her a snack in her bedroom around 2.00 p.m., 80
| decided 1o wait until afier dinner.

On the same day, at 5:31 p.m., the direct support
staff handed the resident a tambourine, At 5:38
p.m., tha direct support staff assisted the resident
to the dining room for dinner.

(IPP) dated uly 2010, on April 7, 2011, at 8:50
a.m., revealed an objactve for Resident #1 o use
her low tech communication device accompanied

wants and neads. On April 7, 2011, at 925 a.m.,
review ¢f the resident's speech and language
evaluation dated April 6, 2010, rewealed a
recommendation that stated "Given touch
prompts accompanied by manual signs and
tactiie cues, [the resident will utilize a low tech
voice output communication device (Go Talk) on
a daily basis to express four basic wants and
needs." .

Interview with the QIPD and the house manager

1420

leafth Reguiation Admiwstration
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. the diret support staff did not implement

. Resident #1's communication goal, which
required the Lise of the resident's "Go Talk"
device.

At no time during ihe survey was any staff
, observed implementing the resident's
commurication gosal,

There was no evidence that the GHPID
implemenied Resident #1's communication
- training program as recommended In the IPP.

i 2. Observation on April §, 2011, at 4:40 p.m.,
revealed the direst support staff asked Resident
#3 what she wantad for a snack, Shortly
afterwards, a second direct care staff asked,

 "What did sha say?" The direct support staff did

notrespond and piaced a bowl of apple sauce in

: front of the resident. At approximately 5:00 p.m.,
‘ i the direct support staff indicated that Resident #3

i Wids nonverbal, However, the resident was not

i observe:] to'be provided a choice of snacks, At

| 4:568 p.rm., the direct support staff placed a

* communication device in front of the resider] and
pressed the, "I'm hungry” button. The direct
support staff then stated, "How do you feet?" At
4:57 p.r., the direct support staff took the
communication device away from the resident. At
5:03 p.r., the direct suppart staff placed a "Busy
: Bee" game In front of the resident. At 5:40 p.m.,
the direct support staff placed the resident's
; dinner ir: front of her,

Review of Resident #3's IPP dsted July 2010, on
April 7, 2011, at 2:00 p.m., revealed a training
objective: for Resident #3 to use a low tech voice
output (cheap talk) with touch prornpts to : i
communicate basic wants and emotional status i
| and well being to persons in her environment. On
salth Regulaton Administrabion
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the same day at approximately 2:30 p.m., review
of the resident's speech and language evaluation
dated July 8, 2010, revealed & recommendation
that stated, "Given touch prompts [the resident)
will utilize a low tech voice output device (cheap
talk) to communicate basic wants and emotianal
status and wedl being to persons in her
environmeant "

Interview with the QIPD and the house manager
on the same day at 5:00 p.m., acknowledged that

 the direct support staff did not implement

Resident #3's communication goal, which
required the use of her "Cheap Talk" device.

During the survey, the direct support staff were

. abserved to use the communication deviee with

the regident for only one minute.

There was no evidence that the GHPID
implemenied Resklent #3's communlcation
program as recommended in the IPP.

420
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